BACkgROUND AND CONTExT: The Primary Lifestyle Options Programme was an innovative eightmonth, patient-centred, early primary care-based pilot aimed at identifying and promptly enabling people with mild to moderate mental health and lifestyle problems to access a range of free interventions as soon as possible.
PROBLEMS:
Mild to moderate mental health and lifestyle issues are easily overlooked in primary care. Patients with these problems, once identified, often need support to choose and access treatment providers.
STRATEgiES fOR iMPROVEMENT:
During a GP visit a patient requests help by completing a CHAT (Case-finding and Help Assessment Tool) which assesses depression, anxiety, abuse, anger, exercise level, insomnia, and addictions (gambling, tobacco, alcohol and other substances). Patients subsequently have a 30-minute GP consultation where a range of services to address identified problem(s) is offered; this choice is assisted by a comprehensive resource manual. A programme coordinator facilitates access to services by making appointments and liaising between patients and providers. A follow-up GP consult is available.
RESULTS: 456 patients (6% Maori) aged from 15 to 84 years requested help via the CHAT for one to seven issues per patient, over an eight-month period. Anxiety, depression and insomnia were the commonest reasons for requesting help. A feedback questionnaire focussed on the usefulness and practicality of the pathway, showing widespread approval from patients, GPs and other treatment providers.
CONCLUSiONS: This programme enables a patient to identify and request help for mental health and lifestyle problems at a mild-moderate stage, and to be supported through an intervention pathway that otherwise is unlikely to be available in a busy primary care environment.
kEywORDS: Primary care, patient-centred, mental health

Background
Mild to moderate mental health and lifestyle problems are ubiquitous and pervasive 1 and can be overlooked not only by patients and their families but also by their primary caregivers. While GPs are well placed to identify such problems, historically they have been thwarted in doing so by time constraints 2 and referral uncertainties. Furthermore, mild or sub-threshold mental disorders can be diagnostically challenging, especially in the absence of concomitant disability. 3 Mental health screening in primary care has been widely advocated to address these concerns. However, reliable means of doing so have been less forthcoming and concerns have been raised about the efficacy of routine screening and the degree to which a single screening tool can be a diagnostic 'gold standard'. 4 In this regard the
iMPROViNg PERfORMANCE wHAT gAP THiS fiLLS
What is already known: The current public mental health system focuses more on patients with significant illness. Those with mild-moderate mental health and lifestyle issues are often overlooked in primary care, and have a limited choice of interventions and/or support. The CHAT (Case-finding and Health Assessment Tool) has been validated as a reliable screening tool for many of these issues. A sense of engagement in a programme increases patients' likelihood that they will attend, and telephone prompting can also improve attendance rates.
What this study adds:
The Primary Lifestyle Options programme provides a patient-centric prompt intervention pathway-the patient identifies and requests help for a problem and participates in the selection of treatment options. Feedback from patients, GPs and other treatment providers indicate that this is a practicable, timely, and useful model in primary care.
CHAT (Case-finding and Health Assessment Tool), a short, self-administered screening questionnaire, has been developed and trialled in New Zealand to expedite screening of adults for lifestyle and mental health problems in the GP setting. 5 The largest trial was in Auckland, demonstrating high sensitivity and specificity for depression, anxiety and stress, abuse, anger problems, and tobacco, alcohol and other drug misuse, but had lower levels for exercise and eating disorders. The tool also assesses whether patients want help with these issues, which reduces the chance of false positives. 6 Having detected a lifestyle/mental health issue, what does the GP then do? Case-finding is one thing; prompt and appropriate intervention can be quite another. Traditional referral pathways are to hospital outpatient clinics (depression, anxiety, eating disorders), community clinics (for example community alcohol and drugs clinic or CADs), and private specialists (psychiatrists, psychologists). Often however, and especially in public mental health services, only those patients with significant acute illness will be seen. Private clinics are expensive, especially for multiple visits. Thus, people with mild to moderate lifestyle and/ or mental health disorders are often left untreated, adversely affecting their well-being. 7 The Primary Lifestyle Options programme was initiated to enable people with mild to moderate mental health and lifestyle problems to be reliably identified and then to have access to appropriate services as soon as possible. A sense of engagement in a programme increases patients' likelihood that they will attend. 8 Telephone prompting can also improve attendance rates. 9 The pathway described in this paper is patientcentric-the patient identifies a problem and participates in the selection of interventions appropriate to the treatment of that problem. This evaluation focused on the utility of the model in primary care-is it practicable, does it fit in with general practice workflow, and does it meet patient requirements for choice and timeframes? Is it a viable model for people providing the interventions (those who the GP refers the patient on to)? Essentially, is the Primary Lifestyle Options programme a feasible, sensible workable model of care?
Purpose
To identify those people with mild to moderate mental health and lifestyle problems attending their GP and to follow this with prompt access to appropriate services, within available resources.
Model
Patients who were school leavers and older were asked by their GPs to complete a CHAT Lifestyle Assessment Tool. This was slightly modified from the original CHAT by replacing Eating Disorders with Insomnia, a known risk factor for, and consequence of, depression. 10 Selection of these patients was at the discretion of the GP. The patient discussed the completed CHAT with the GP. Those patients who answered 'Yes' to the question 'Do you want help with this?' were asked whether they would like to make a 30-minute appointment to see the GP, to discuss intervention options for the mental health/lifestyle problem revealed by the CHAT assessment. GPs were assisted in this by a comprehensive Resource Manual. Intervention, either internal or external (see below) was started within one month of referral and completed within three months. A programme coordinator based at Harbour Health PHO assisted at various stages in this process by (1) providing information and support to patients, GPs, practices and service providers; (2) facilitating patient access to services, and (3) following up those patients who did not attend these services. Those patients requiring or already receiving secondary care-level mental health interventions were not eligible. The overall pathway is summarised in Figure 1 .
Intervention referral options (1) Internal
Patients with lifestyle/mental health conditions could be seen by a GP for up to four consults (in addition to the first 30-minute and 15-minute follow-up consults) for problem-solving or behavioural change management.
(2) External ( People requested help in all 10 problem areas on CHAT (only one for gambling, but there have been several more requests for help with this since 30 June 2008). The commonest amongst the 839 listed reasons for referral were depression (37%) and anxiety (26%). Sixty-seven percent of referred patients had depression as at least one of their referral reasons, and 35% had anxiety as at least one of their reasons (Figure 2 ). Fifty-seven percent of patients had two or more reasons for referral; the commonest (35%) coexisting conditions were anxiety-depression. 
Patient feedback
Fifty-two of the 91 patients who had completed the PLO programme gave feedback via a confidential written questionnaire.
Most patients rated the CHAT assessment form • as being 'helpful or very helpful' (Figure 3 ). 89% felt that the initial 30-minute consult • with their GP was enough time to discuss options for getting help. 87% rated the assistance to get appointments • with external providers as being 'helpful or very helpful'. Most patients (82%) referred to external • providers were seen within two weeks, and 91% felt that the waiting time to be seen was acceptable.
Patient comments about use of the CHAT tool mainly related to it being simple to use and helpful in identifying problems:
'Helped me to positively identify the areas where I was not coping and required focus.'
'Simple questions-all part of the realisation process that there was something wrong. It was good to not have too long with the form to think too deeply, better to just answer straight away.'
'General questions were asked, nothing too over the top. It was helpful because it was on paper, sometimes it's easier to write things down.'
'Helpful in the way that it asked you a short, to the point relevant question for you to respond with a simple YES/NO answer.' 'It covered a broad range of questions. 'This programme made a huge difference to me and my family. I felt throughout that I was being looked after (from my doctor onwards) and the results were awesome…Huge thumbs up for the programme from me!'
'I am very grateful that it exists and that it was available to me. It made me feel that financial hardship was dealt with in a sensitive way that recognised the need for treatment despite this barrier.'
GP feedback
Thirty-seven of the 69 GPs who enrolled their patients in the PLO programme gave feedback via a confidential online questionnaire.
90% felt that the steps in the pro-• gramme were clearly described, and 81% felt they were easy to implement. 76% felt that the programme's Resource Man-• ual was 'useful' or 'very useful' and a further 21% indicated that 'some parts were useful'. 71% introduced the CHAT form to their • patients during the course of a consult; the remainder indicated that their practice nurse introduced this to a proportion of the patients. Practice receptionists were not involved. 70% (of the foregoing 71%) gave the CHAT • to those patients they thought would benefit, i.e. opportunistically. However, a further 22% selected patients specifically and invited their participation. No GP gave the form to every waiting patient. 57% felt that the initial 30-minute PLO • iMPROViNg PERfORMANCE consult was 'easily' long enough, and a further 41% felt that it was 'just' long enough. 80% felt that the referral process to out-• side providers 'went smoothly'. 36% felt that the final 15-minute fol-• low-up consult was 'plenty' and 55% felt it was 'just' long enough. Most felt that the role of the pro-• gramme coordinator was helpful, with 39% regarding this as 'essential'. The invoicing/payment system relating to • the PLO programme was generally regarded satisfactorily by GPs, with 79% rating this as 3 or more out of 5 (where 5 was 'very easy'). 94% of GPs felt that this programme • enabled their patients to access appropriate interventions, and 85% felt that this was within suitable timeframes. 95% indicated that they would con-• tinue their involvement with this programme, and 74% would increase their involvement if funding permitted.
GP criticisms related to too much paperwork/ too many forms/needs to be electronic (x3), slow feedback from external providers (x2), and the funding period not being long enough (x2).
Provider feedback
Forty-four of the 49 external providers who had patients referred to them through the PLO programme gave feedback via a confidential online questionnaire.
All respondents indicated that the refer-• rals made by GPs were 'entirely' (84%) or 'mostly' (16%) appropriate to the particular service they provided, and most felt that the referring information was always (34%) or mostly (58%) adequate.
Respondents felt that the timeframe be-• tween the patient seeing the GP and then being seen by the provider was 'very timely' (36%) or 'timely (61%). 78% felt that the role of the programme • coordinator was 'very useful' in assisting them, with 68% indicating that the coordinator was 'very useful' in following up patients who did not attend appointments.
Overall, 55% of providers felt that • the PLO programme was 'very useful' as a model of care, and a further 29% that it was 'quite useful'.
'I believe the programme only touches the surface of the true need. It is evident to me most of the people that came for counselling would not have accessed help if they did not have this programme. The outcomes for the clients appeared in the main to have made a significant difference to their lives.'
Lessons and messages
This pilot programme did not seek to demonstrate efficacy (upskilling, manage problems, reduce escalation). Rather, it focused on the utility of the model in primary care-is it practicable; does it work as a referral pathway within primary care? It introduced a number of new processes for both GPs and patients. Firstly, it utilised a now well-validated screening tool, the CHAT, 7 and, secondly, it gave the GP 30 minutes of dedicated time to discuss this and work with the patient to select a treatment provider. Thirdly, a coordinator facilitated the patient's entrée to a wide choice of treatment providers external to their GP, and was available to deal with any follow-up issues with the provider. Fourthly, the pathway was able to be 'wrapped up' by the patient seeing their GP for a dedicated follow-up consult to review progress. The whole process was funded, thereby enabling people who otherwise could not access this amount of treatment time to do so, at an earlier stage in their mental health/lifestyle problem than would otherwise be possible under existing referral pathways. It is a novel approach to an old problem. Does it work in practice?
Feedback from all parties concerned has clearly shown widespread approval. Patients regarded the programme favourably, and some poignant comments were given in their feedback. It was important that the processes were practicable from the GP perspective, and generally the participating GPs rated the process well; 95% indicated they would continue their involvement with the programme. Likewise, external treatment providers-counsellors, psychologists, etc.-were generally approving of the programme, with 84% rating it as 'very' or 'quite' useful and 100% felt they were referred appropriate patients for the services they provided.
As such, the basic model does not require major changes as all processes were acceptable and practicable for the majority of patients, providers and GPs. However, there are some caveats to address if this programme is to move forward. Some patients felt under pressure at the time of consultation, preferring to take the CHAT home to answer; in future they need to be given this option. Completion of the programme by attending the follow-up GP consult was variable, and has continued to be so post-30 June. This appears to be redundant for those who were referred internally, i.e. consulted their GP for interventions or when they have had their needs adequately met by an external provider who has written a report to the GP. In future, this will be an optional component of the model. Moving to an online version was suggested by a number of GPs, so this too will be available in the next iteration.
In conclusion, the Primary Lifestyle Options pilot appears to be well regarded by participantspatients, GPs and other treatment providers-and is realistic and practicable. It could be easily taken up by other PHOs, requiring only local adaptation of material in the Resource Manual. This programme enables identification in the primary care setting of mild to moderate mental health or lifestyle problems and initiation of a treatment pathway that, in many cases at least, would not otherwise occur.
